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ABSTRACT 
Newly graduated nurses need to demonstrate high levels of competencies when they enter the 
workplace. A competency-based approach to their education is recommended to ensure patients' 
needs are met. A continuing education intervention consistent with the competency-based 
approach to education was designed and implemented in eight care units in two teaching 
hospitals. It consists of a series of 30-minute reflective practice groups on clinical events that 
newly graduated nurses encountered in their practice. It was evaluated using a descriptive 
longitudinal evaluative research design, combining individual and group interviews with 
stakeholders, the analysis of facilitators' journal entries, and a research assistant' field notes. The 
results suggest that issues associated with the implementation of the continuing education 
intervention revolved around leadership for managers, flexibility for nursing staff, and role 
shifting for the facilitators. Newly graduated nurses who participated in the study noted that the 
reflective practice sessions contributed to the development of both clinical reasoning and 
leadership. Nursing managers stated the advantages of the intervention on nurses' professional 
development and for the quality and safety of care. Following the end of the study, participants 
from two units managed to pursue the activity during their work time.  
Keywords:  continuing education, competency-based approach to education, reflective practice, 
newly graduated nurses. 
INTRODUCTION 
In the actual context of care, nurses are expected to provide patient-centered and evidence-
based care and to lead quality improvement efforts, while influencing healthcare organizations 
(Cronenwett et al., 2007; Institute of Medicine, 2011). This means they need to demonstrate high 
levels of competencies such as clinical reasoning and clinical leadership in their clinical practice 
(Bartels and Bednash, 2005; Cronenwett et al., 2007). However, static, fragmented and 
sometimes outdated education curricula are said to create discrepancies between patients’ needs 
and health professionals’ competencies, and so reform towards competency-based approaches to 
education has been suggested (Frenk et al., 2010). These approaches are based upon a 
longitudinal view of the development of competencies, from pre-registration programs to 
continuing education (Cronenwett et al., 2007; Institute of Medicine, 2011).  
In this spirit, a fourfold research program was conducted to develop and validate an integrated 
competency-based approach to nurses’ education from academia to practice (Authors, 2011, 
2013, 2014). The purpose of this paper is to report the results of this program’s fourth study. 
Building on the results from the three previous studies, a continuing education intervention (CEI) 
was elaborated and implemented in two Canadian public tertiary teaching hospitals in an urban 
setting. The CEI consisted of a series of 30-minutes reflective practice sessions during which four 
to five nurses from one unit were invited to discuss clinical events experienced in their daily 
practice. An experienced nurse from the unit facilitated the sessions. This paper adds to the 




The competency-based approach to education that is referred to in this research program rests 
on theoretical underpinnings that have been described in a previous article (Authors, 2009). In 
this context, a competency is defined as a “complex knowing of how to act based on the 
mobilization and combination of a variety of internal and external resources within a family of 
situations” (Tardif, 2006, p. 22). It is conceptualized as a situated knowledge that will develop 
throughout a learner’s life. Because of its developmental nature, it is necessary to understand the 
steps through which a competency progresses in order to plan teaching-learning activities. A 
cognitive learning model is an empirically-based description of the steps of a competency’s 
development (National Research Council, 2001). It consists of an illustration of how a 
competency develops, from the very beginning of training, through expertise, with the required 
critical learning points characterizing each step. 
The competency-based approach to education relies on teaching-learning strategies that place 
the learner in an active position and make him responsible for his learning (Lasnier, 2000). In a 
manner similar to situated learning (Anderson et al., 1996), knowledge is built through exercises 
grounded in the context it is to be used in. These exercises allow the learner to mobilize both his 
internal resources (different types of knowledge) and external resources (external information 
sources) when solving problems similar to those that are to be faced in real life.  
The research program 
The aim of the first two studies of the research program was to develop cognitive learning 
models of two nursing competencies: clinical reasoning (authors, 2014) and clinical leadership 
(authors, 2011). An alarming finding of these studies was that when newly graduated nurses 
(NGN) enter the workplace, they tend to stop the development of their competencies to embrace 
and fade into working routines. This seems to be related to the transition shock experienced by 
NGN when they enter the context of professional practice (Duchscher, 2009). This period is 
described as one of the most stressful and challenging in a nurse’s career (Morrow, 2009). 
Therefore, the research program’s third study (authors, 2013) aimed at understanding the 
NGN’ learning processes during their first 24 months of practice and the activities organized in 
the work place to support their professional development. From the results, it appears that NGN 
prefer to learn from clinical experiences and role models. Paradoxically, nursing managers 
believed that nurses were limited in their capacity to learn from lived clinical experiences due to 
the absence of a period of reflection during their working time. They also stated that a strong 
leadership from managers on the wards is necessary to support the development of NGN’ 
competencies. 
Based on these results, a CEI dedicated to reflective practice on everyday clinical situations 
was to be held on different units in our associated health centers. The CEI would aim at 
supporting the development of NGN’ clinical reasoning and clinical leadership. The use of 
reflective practice is consistent with a competency-based approach to education. 
Studies of similar interventions 
Reflective practice as a strategy for continuing education is well documented in the nursing 
literature. Through database search, we retrieved sixteen articles that used such a strategy with 
registered nurses in the workplace. These papers documented reflective practice as a CEI to deal 
with specific issues such as care for hospitalized elderly patients (Dube and Ducharme, 2014), 
critical thinking skills (Forneris and Peden-McAlpine, 2007), therapeutic communication (Kemp 
et al., 2009), use of coercion (Olofsson, 2005), cardiopulmonary resuscitation (Page and 
Meerabeau, 2000), or family care (Peden-McAlpine et al., 2005). These interventions consist of 
group meetings held specifically to discuss daily clinical situations. All but one are conducted 
outside work time, with duration varying from one hour (Dawber, 2013b; Lakeman and Glasgow, 
2009; McVey and Jones, 2012; Taylor, 2001) to a whole day (Kemp et al., 2009; Stanley and 
Simmons, 2011). One study described a 45-minutes reflective practice intervention taking place 
during nurses’ shift (Dawber, 2013a). All interventions implied a prolonged commitment to the 
group, from six weeks (Kemp et al., 2009) to three years (Dawber, 2013b), with most lasting 
between six months and a year. 
These interventions encompass diverse approaches to reflective practice, drawing on 
theoretical work of experiential learning (Kolb, 1984), reflection (Argyris and Schön, 1974; 
Atkins and Murphy, 1993; Boud et al., 1985; Gibbs, 1988; Johns, 1995; Schön, 1983, 1987), or 
the critical incident technique (Brookfield, 1990). Participants are invited to describe and analyse 
clinical situations in order to illuminate proper nursing actions if similar situations were to occur 
again. Furthermore, since these activities are group based, there is always a facilitator trained to 
lead the group. The group interactions are seen as opportunities for participating nurses to share a 
variety of insights and to develop as professionals. In four of these activities, participants were 
invited to write a journal between meetings (Bailey and Graham, 2007; Dube and Ducharme, 
2014; Forneris and Peden-McAlpine, 2007; Taylor, 2001) and, in three activities, there were 
some didactic contents (Dube and Ducharme, 2014; Kemp et al., 2009; Peden-McAlpine et al., 
2005). 
Methodologically, qualitative methods prevail. In four studies, action research methods were 
used in which participants were engaged in the cyclical planning and conduction of the research 
(Alleyne and Jumaa, 2007; Dube and Ducharme, 2014; Lakeman and Glasgow, 2009; Taylor, 
2001). Another was a phenomenological study aimed at exploring participants’ experience of 
reflective practice (Peden-McAlpine et al., 2005). The two quantitative approaches used mixed 
methods designs, where quantitative data were collected to assess participants’ perceptions of the 
intervention and its effect (Dawber, 2013b) or to appraise the intervention’s effects on 
participants’ knowledge and attitudes (Dube and Ducharme, 2014). 
In these studies, participants thought that the CEIs contributed to their professional 
development, mostly because they perceived an improvement in their self-confidence when 
preparing for future similar situations (Alleyne and Jumaa, 2007; Bailey and Graham, 2007; 
Dawber, 2013b; Kemp et al., 2009; McVey and Jones, 2012; Olofsson, 2005; Peden-McAlpine et 
al., 2005; Stanley and Simmons, 2011). Participants valued the opportunity to reflect on their 
practice, even though they said they did not fully understand the reflective practice process and 
that time and perseverance were mandatory (Bailey and Graham, 2007; Kenny and Allenby, 
2013). Nevertheless, there seems to be a process by which participants gradually became more 
comfortable and intentional in their use of reflective practice (Forneris and Peden-McAlpine, 
2007; Taylor, 2001). Participants felt safe and confident sharing clinical issues within their group, 
where they experienced trust and respect for colleagues (Dawber, 2013b; McVey and Jones, 
2012; Olofsson, 2005). Moreover, the CEIs were perceived as opportunities to work through 
feelings and obtain support from colleagues (Dawber, 2013b; Lakeman and Glasgow, 2009; 
McVey and Jones, 2012; Olofsson, 2005; Page and Meerabeau, 2000). Evidence from one 
quantitative study suggested that such an approach could contribute to participants’ knowledge 
and attitudes (Dube and Ducharme, 2014). In two studies, participants acknowledged that a clear 
goal was essential to ensure that the discussions were actually learning opportunities as well as a 
source of psychological support (Kenny and Allenby, 2013; Page and Meerabeau, 2000).  
Issues of time were also reported (Kenny and Allenby, 2013; Lakeman and Glasgow, 2009; 
Olofsson, 2005; Stanley and Simmons, 2011). They were related to prioritizing reflective practice 
over other tasks on the units and making the activity durable over time (Bailey and Graham, 
2007). However, few papers described the challenges associated with the CEIs’ implementation 
and fewer were conducted across multiple sites. It appears that those CEIs ceased at the end of 
the studies. None relied on a competency-based approach to education as their framework. 
RESEARCH DESIGN 
Inspired by Patton’s utilization-focused evaluation (2006), this study used a descriptive 
longitudinal evaluative design to describe 1) the implementation of the CEI; 2) NGN’ perceptions 
of their clinical reasoning and clinical leadership development following participation in the CEI; 
and 3) nursing managers’ perceptions of the utility, acceptability and feasibility of the CEI. This 
was meant to get a stakeholders’ perspective on the implementation of the CEI. 
Settings and participants 
The CEI was implemented in eight care units in two tertiary teaching hospitals and was 
offered to day, evening and night shifts. Chief executives of nursing and two clinical nurse 
specialists from each hospital were included as co-researchers and had participated in the three 
previous studies since the very beginning of their design phase. The first hospital is a 450-bed 
facility specialized in paediatric care. The other is a network of three hospitals with a total 
capacity of 1001 beds offering a wide range of specialties. Inclusion in the study was on a 
voluntary basis, after chief nursing officers explained the study to the units’ head nurses. Ethical 
approval for this study was obtained from both hospitals’ ethical review board. 
Three convenience samples were drawn from the eight units. The first comprised nurses with 
managing roles (head nurses, clinical nurse specialists) (n=12). The second consisted of the 
nurses (n=18) who facilitated the 30-minute CEI sessions. NGN (n=55) who were recruited to 
attend those sessions made up the third sample. Characteristics of participants of the second and 
third samples are presented in Table 1. 
Intervention 
Only the NGN were invited to participate in the study, but all the other nurses could attend the 
CEI’s sessions. As such, groups of four to five nurses with various levels of expertise attended. 
NGN participating in the study were asked to join at least 10 sessions over a period of 20 weeks. 
During each session, at least one NGN reported on a recent situation that was challenging for 
her. The situation could be clinical or of any other type, for example related to an issue of 
collaboration. The goal of the CEI session was to understand the situation in order to widen and 
deepen all participants’ perspectives. The discussion covered the comprehension of the situation 
and of nursing interventions if applicable, in order to nurture future practices. An approach 
inspired by a post-simulation debriefing model (authors, 2013) that was adapted from a guide for 
reflective journaling (Nielsen et al., 2007) was used to structure the sessions (Figure 1).  
At the beginning of a session, the facilitator invited the participating NGN to share potential 
situations to discuss with the group. Once the participants reached consensus on a particular 
situation, the facilitator asked the nurse who related it to describe it in greater detail, to specify 
what she thought were significant facts, and to express her feelings about it. Then, other 
participants could ask any clarifying questions to get a more complete and detailed picture. After 
all the clarifications were made, the participants were asked to draw links across the data and to 
identify other data that would have been useful to get. The situation could also be compared to 
participants’ previous experiences to see if parallels could be drawn. Through this process, the 
participants were asked to formulate a hypothesis that could explain the collected data. All 
hypotheses were critically appraised to see if they fit the data, until the group selected one as the 
most plausible. Only then could the participants suggest hypothetical interventions. These 
hypotheses were also critically examined, and, even though difficult because of the time 
constraints, the participants were also invited to refer to scientific literature to identify evidence-
based interventions. At the end of the session, the participants were invited to describe what they 
had learned during the session and to set an observable and measurable objective to improve their 
practice.  
Eighteen experienced nurses were trained to facilitate the sessions. The training pertained to 
small group facilitation (Saint-Arnaud, 2008) and the reflective approach. Also, since the 
facilitators-to-be were asked to organize the sessions in their units, there were discussions about 
how to plan this kind of activity. When the CEI started, each facilitator was coached by a clinical 
nurse specialist or a member of the research team and received feedback for continuous 
improvement in the facilitating process.  
Data collection and analysis 
Data collection techniques are described in Table 2. Journals and group and individual 
interview audiotapes were transcribed in QDA Miner© by a research assistant. This data was 
analysed by a second research assistant with a thematic approach (Paillé and Mucchielli, 2012), 
specifically, the transcripts were coded in an inductive manner to identify the themes in the 
participants’ accounts. Once a first list of themes was determined, the first research assistant 
counter-coded a 15% sample of the data. The list of themes was refined and reorganized until a 
90% inter-rater agreement was reached for the coding procedure. 
The first research assistant’s field notes were also analyzed through reading and rereading to 
search for significant sections, and by drafting a summary. Once all the data was reduced, a 
questioning approach was used for analysis (Paillé and Mucchielli, 2012). Namely, an analysis 
canvas was elaborated, looking for acceptability, utility and feasibility results in the data that was 
collected. The questions allowed for the exploration of the themes and the summary of the field 
notes. The questions evolved according to new issues and themes that emerged during this 
process. 
FINDINGS 
First, issues associated with the implementation of the CEI appeared to revolve around 
leadership for managers, flexibility for nursing staff, and role shifting for the facilitators. Second, 
the participating NGN revealed that the CEI contributed to the development of both clinical 
reasoning and leadership. Third, the nursing managers shared the advantages of the CEI for the 
professional development of NGN as well as for the quality and safety of care.  
Implementation of the CEI 
The first issue in the implementation process was the unexpected need for leadership from 
nursing management. Since the facilitators-to-be kept postponing the first session because they 
did not feel ready for group facilitation and were not comfortable with the reflective approach, 
chief nursing officers and clinical nurse specialists had to get involved in the basic planning of 
the CEI. Conversely, they planned the sessions according to the nursing staff schedule, so as to 
maximize NGN’ attendance while also soliciting more experienced nursing colleagues.  
The timing of the sessions was the second crucial issue and it varied from unit to unit, which 
meant nursing staff had to be flexible with the CEI. On some units, it was possible to hold the 
CEI during work time. In those cases, no specific time was scheduled; the facilitator would 
choose the proper moment according to the unit’s workflow. These sessions generally took place 
at the nurses’ station. As such, participants reported they were frequently interrupted and were 
unable to concentrate properly on what was going on in the sessions. For this reason, nurses on 
other units felt it was not possible to hold the sessions during work time. On those units, nursing 
managers organized joint sessions for staff from the day and evening shifts, so nurses would stay 
later or come in earlier. These sessions were held in the break room and the nurses were not 
disturbed. As for nurses on the night shift, they planned the sessions during the work shift with 
minimal difficulty, using one third of their break. As planned, sessions lasted approximately 30 
minutes. Their frequency varied: some units held one or two sessions a week, while others 
preferred biweekly schedules.  
Another issue of flexibility concerned the matters that were brought up for discussion. A great 
diversity of events was addressed; the most frequent being clinical, such as care for acutely 
unwell patients. Participants also discussed care organization, intercultural care, and the influence 
of their personal values on patient care. NGN raised most of the events for discussion, except 
when the sessions were close to one another. In those cases, the facilitators had to propose topics 
for discussion, which led to the idea of developing a bank of situations for reflection, which could 
be shared with the participating units. 
The facilitators added that the nature of the events had a profound impact on the climate of the 
session. For example, when a subject with a strong emotional content was addressed, participants 
were likely to express a feeling of discomfort. Facilitators felt this was a difficult situation to 
manage. 
Throughout the session, the facilitators experienced a shift in their perception of their role, 
which was clearly acknowledged in their journals. At first, they perceived themselves as 
knowledge holders. Conversely, they tended to formulate close-ended questions or to suggest 
answers to the participants during the reflection. Thanks to the feedback from the coaches and 
their self-assessment through journaling, they gradually became aware of the necessity to adjust 
their behaviour so that they would act more as facilitators of the reflective process. In their 
journals, the facilitators explained that they progressively developed strategies to effectively 
manage time and participation during the sessions, such as soliciting participants who were less 
active or asking talkative participants to listen to other colleagues’ insights.  
NGN’ perceptions of the development of their competencies 
NGN felt that the CEI was a valuable learning opportunity that contributed to development of 
their competencies. With regard to clinical reasoning, according to NGN’ individual interviews, 
the CEI helped them make more links among the data they collected from clinical events. This 
made them more aware of the missing data that was needed for a more thorough assessment. 
Thus, the CEI facilitated the development of their ability to question and gather relevant data. 
One quote from an interview illustrates this point: 
“Instead of just going through the motions, I learned to make links and to understand 
what the symptoms mean, why [the patient] has them and not just say: “Well, he is in 
pain!” [I learned] to go deeper because I don’t want to miss a thing, anything; I don’t 
want the patient to experience a complication that I could have prevented just because I 
didn’t dig deep enough.” (NGN 270313-2’s interview)  
Through discussions with their colleagues during the CEI, NGN came to consider new 
interventions that could be integrated in their practice. Therefore, they believed they were more 
prepared to face similar situations in the future.  
Regarding clinical leadership, NGN perceived an improvement in their confidence, which has 
resulted in more interventions on their part within the inter-professional team. As such, they were 
sharing more of their professional observations and opinions with other professionals. Since they 
were more aware of inter-professional resources, they tended to use these resources more actively 
than before. Overall, they reported that their vision of the nursing role in the actual context of 
care had evolved, as had their view of clinical situations, which they consider more holistically 
and reflectively.  
All the NGN interviewed stated that they would continue to participate in the CEI after the 
study’s end even if they asserted that a combination of work experience and the CEI had a larger 
impact on their development than the CEI alone. Some explained that their participation would be 
conditional on some incentives: the participation of expert nurses, a fixed weekly schedule, a 
maximum length of 30 minutes per session, and the availability of a bank of situations for 
reflection. Some also suggested that the session could take place outside of work.  
It should be noted that participants from two units (one by hospital) have committed to 
pursuing the CEI after the study. To date, these groups have managed to find time during their 
shifts to organize CEI sessions. According to those participants, a thorough understanding of the 
reflective process and their trust in its benefits, the support and conviction of their unit’s 
managers, and the facilitator’s motivation encouraged their long-term adherence to the CEI. It 
was also noted during data analysis that facilitators from the groups where it was decided to 
pursue the CEI tended to write more detailed accounts of the sessions and clearly acknowledged 
the benefits gained from the CEI. 
Managers’ perceptions 
All managers agreed on the CEI’s added value. First, they were all convinced that such an 
educational intervention contributed to the development of the NGN’ competencies and that this 
had an impact on patients’ safety and the quality of their care. More specifically, they said that 
the CEI allowed NGN to widen their view on clinical situations by comparing their perceptions 
with those of their peers. Secondly, managers asserted that the reflection space created within the 
CEI constituted a space for support between NGN and more experienced nurses, and that it was 
an opportunity to strengthen the bonds within the teams. Furthermore, some managers said they 
became aware of the NGN’ emotional needs during the transition to the workplace. Thirdly, the 
CEI’s sessions were perceived as places to make nursing staff’s voices heard. Managers stated 
that through these reflective discussions, creative solutions to issues encountered on the wards 
emerged. They were also a means to identify staff’s learning needs and to plan educational efforts 
accordingly. Fourth, managers believed that the CEI could be a positive factor in attracting and 
retaining nursing staff on their units.  
Managers discussed facilitating factors and barriers to the CEI’s implementation. The 
participants’ and the facilitators’ motivation, respect and openness between colleagues, and the 
participation of expert nurses contributed to the success of the CEI, along with the incentive 
measures that were organized (remuneration of the overtime hours; continuing education credits). 
On the other hand, difficulties in organizing the CEI sessions, lack of commitment from 
participants and facilitators, and limited budgets acted as barriers to the CEI’s implementation.  
DISCUSSION 
In this paper, we have presented the design, implementation and evaluation of a competency-
based approach continuing education intervention. It consisted of a series of 30-minute reflective 
practice sessions. The sessions were held on-site, in the units, and newly graduated nurses were 
invited to share clinical events of their daily practice for discussion. The findings suggest that this 
type of CEI is feasible with proper leadership and support from managers as well as commitment 
from the nurses on the units where it is to be implemented. Furthermore, it can contribute to the 
development of NGN’ competencies as they acquire new insights on clinical events and on the 
nursing role within an inter-professional team. Accordingly, the competency-based approach to 
education is a compelling framework for continuing education in the workplace, although it 
represents a clear cultural shift.  
For learners, the competency-based approach to education suggests that they are at the center 
of their learning experiences and should use work experiences as learning opportunities. This was 
empirically confirmed in the third study of our research program (authors, 2013) when NGN 
asserted that they preferred to learn from work experiences. The CEI established a space and a 
systematic process for participants to be able to learn from these experiences. Moreover, the 
attendance of more experienced nurses created an opportunity for NGN to meet with role models, 
which was also a learning strategy they had pinpointed as contributing to the development of 
their competencies in the third study. This outcome of collegiality, trust and support between 
colleagues was a recurring finding in other studies of similar interventions (Dawber, 2013b; 
Lakeman and Glasgow, 2009; McVey and Jones, 2012; Olofsson, 2005; Page and Meerabeau, 
2000). 
The results of the present study show that NGN felt the CEI contributed to the development of 
their clinical reasoning and their clinical leadership, whether through an improvement in their 
self-confidence or in their understanding of and preparation for similar situations. These results 
support those of other studies where participants asserted that reflecting on their practice 
contributed to similar outcomes in their professional development (Alleyne and Jumaa, 2007; 
Bailey and Graham, 2007; Dawber, 2013b; Kemp et al., 2009; McVey and Jones, 2012; 
Olofsson, 2005; Peden-McAlpine et al., 2005; Stanley and Simmons, 2011). Because all NGN 
said they would continue to participate in such reflections and some of them did, it is safe to say 
that our CEI was perceived positively and that NGN believed in its contribution to the 
development of their competencies.  
For teachers, the competency-based approach to education implies a transformation of their 
role, from informants to facilitators of learning. During CEI sessions, facilitators clearly 
experienced this shift and had to adjust their behaviour accordingly. This meant they had to learn 
to let go of their content agenda and focus on the learners’ needs. This can be contrasted with 
other studies where didactic content was integrated to the reflective practice interventions (Dube 
and Ducharme, 2014; Kemp et al., 2009; Peden-McAlpine et al., 2005). However, it is important 
to stress the necessity of coaching the facilitators-to-be in their learning of this new role and its 
corresponding vision of teaching. In our experience, the regular feedback of coaches and the 
facilitators’ reflective journaling was useful in facilitating this transition. 
The most important element of this cultural change certainly resides in the managers’ 
relationship with continuing education. Because of its orientation towards situated learning that is 
based on the learners’ experiences, the competency-based approach invites them to let go of rigid 
continuing education curricula centered on contents. Continuing education interventions such as 
the ones presented in this article adopt a more flexible approach to continuing education where 
content cannot be completely decided in advance. This entails that managers must be open to new 
ways of increasing professional development for their staff that aren’t as static as traditional 
lectures or demonstrations, for instance. This is especially important since our results have shown 
that managers’ support is essential for the success of the CEI’s implementation. Thus, even 
though managers believe that nurses reflecting on their work experiences can contribute to the 
development of their competencies and, eventually, to the quality and safety of patient care, 
nurses also need to take charge of their own professional development, and suggest or initiate 
new methods of achieving this.  
The possibility of including this intervention during nurses’ work time is one of this study’s 
most interesting findings. As explained before, most studies of similar interventions described 
reflective practice held outside work time, with a duration of one hour to a whole day (Dawber, 
2013b; Kemp et al., 2009; Lakeman and Glasgow, 2009; McVey and Jones, 2012; Stanley and 
Simmons, 2011; Taylor, 2001). Even if this was not the case for most, some of this study’s 
participants managed to find time during their shift to organize and attend the CEI. These on-shift 
sessions took place as regularly as the ones on units that planned them outside work time. This 
appeared as one of the factors that contributed to the CEI’s sustainability on two on the eight 
units, along with understanding of the reflective process and its purposes, the support of units’ 
managers, and facilitators’ motivation.  
However, participants were sometimes disturbed by demands from the unit, which was also 
reported in the only other study reporting on a 45-minute on-shift reflection (Dawber, 2013a). 
Nevertheless, participants still managed to benefit from those sessions as much as the participants 
from other wards. We recognize that staff from these units had to be resourceful when organizing 
these sessions, but they demonstrated that it is possible to use part of nurses’ work time for 
continuing education. Given the scarcity of nursing resources, it has become difficult to release 
nursing staff from patients’ bedside to attend continuing education, which has resulted in 
increased pressure on the nursing workforce to attend such activities outside of their working 
hours. Our results show that a CEI with reflective practice sessions is a potential avenue for 
future effort in continuing education that can be implemented with human and monetary 
resources already available on the units. Furthermore, thanks to its regular schedule, it can 
respond to nursing staff’s evolving learning needs in a way that is coherent with their learning 
preferences. 
However, our results are limited to the stakeholders’ perceptions of the intervention and of its 
impact. These results and the absence of a control group make it difficult to draw conclusions on 
the actual influence the CEI has on the newly graduated nurses’ competencies. Moreover, the 
means available to measure the development of competencies and that can realistically be used 
on a relatively large sample over a long period of time are limited. Therefore, further research is 
needed to develop such instruments. A research project where the CEI would be implemented in 
multiple sites with control groups is desirable to further document its implementation and to get a 
better view of its effect on nurses’ competencies.  
CONCLUSION 
We designed, implemented and evaluated a continuing education intervention, which consists 
of a series of 30-minute reflections on clinical events in newly graduated nurses’ practice. 
Although there were issues during the implementation phase, attendance to this continuing 
education intervention was perceived as a positive contribution to the development of these 
nurses’ competencies. This knowledge informs our understanding of how a competency-based 
approach can guide the training of health professionals from academia to practice. Further 
research is planned to document its implementation in other clinical settings and its sustainability 
in units where participants wish to pursue reflective discussions. 
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Table 1. Characteristics of facilitators and attendees of the CEI sessions 
 Hospital A Hospital B 
Sessions (n) 94 50 
Attendees/session (n) 1-9 1-11 
Attendees/session (mean) 4 5 
 Facilitators Attendees Facilitators Attendees 
n 7 26 11 29 
Gender (M/F) 2/5 6/20 1/10 2/27 
Age (years) 28-42 22-41 28-53 21-37 
Clinical experience (years) 3-20 10 months-3 8-33 1 month-3 
Sessions animated/attended (n) 1-20 1-13 1-11 1-10 
Sessions animated/attended (mean) 12 7 4 4 
 
Table 2. Data collection 




Individual journal:  
• Perception of the animator’s experience 
• Feedback given to the animator 
Focus groups 




Individual journal:  
• Content of each session (timing, attendance, topics, social climate, 
what went well, what went wrong, utility of the reflection plan, and 
contextual factors that could have influenced the session) 
• Self-assessment of animation (strengths, weaknesses, obstacles, 
means to improve) 
NGN (n=55) Before the CEI 
Self-assessment of competencies: 
• Self-rated score on cognitive learning models of clinical reasoning 
(authors, 2014) and clinical leadership (authors, 2011) 
After the CEI 
Self-assessment of competencies: 
• With comments on their perception of the CEI’s contribution to 
their development 
Individual interviews 




• During coordination of the CEI in both hospitals 
 
 
A calm place on a care unit
Intervention hypothesis
What have I learned?
What is the event?
How did I feel?
What have I seen?
What did I assess?
Explicative hypothesis
30 min








6-8 NGN and 
experienced nurses
1 animator
Figure 1. Diagram of the reflective approach
